Introduction
Capnography is a graphic representation of the carbon dioxide concentration in the airways plotted against time. Capnography has become a standard of care in monitoring patients who are intubated and mechanically ventilated, as it allows approximation of the patient's P aCO 2 . The configuration of the capnogram has been reported to be diagnostically helpful, for example, the shape may have a delayed rise as in COPD or a dip that has been ascribed to the recovery of diaphragmatic function following paralysis. Continuous capnography during intubation helps in confirming tracheal intubation, monitoring the integrity of the endotracheal tube and ventilator circuit, assisting with the titration of mechanical ventilatory support, assessing pulmonary capillary blood flow, and monitoring for extubation readiness. [1] [2] [3] 
Case Report
This report describes an unusual biphasic-shaped capnogram in a single-lung transplant recipient. (Fig. 1) . This biphasic pattern differs from the usual pattern, in which the value of the exhaled CO 2 progressively rises over time as the patient exhales and oscillates at the same frequency as the patient's breathing frequency. 4 
Discussion
In keeping with the 2 earlier reports of biphasic capnograms in the setting of prior single-lung transplantation, 5, 6 we suspect that this unusual biphasic pattern reflects differential ventilation of the 2 lungs, with the initial peak reflecting allograft emptying (given the relatively preserved compliance and airway resistance of the transplanted lung) and the delayed peak representing the slowed emptying of the emphysematous native lung. The differential ventilation is a reflection of differences in ventilation/perfusion ratios between the lungs. Notably, in contrast to the report by Srinivasa et al, 6 this pattern of the capnogram seemed consistent and persistent over the patient's protracted course in the weaning unit and did not vary over short time intervals.
Abnormal configurations of the capnogram reflecting presumed differential lung emptying have been described previously in the setting of kyphoscoliosis 7 and right mainstem bronchial intubation, 8 neither of which was present in our patient. Also, the configuration of our patient's capnogram is different from the so-called curare cleft, which has been ascribed to the recovery of diaphragmatic function and spontaneous breathing following fading pharmacologic paralysis.
In summary, we report what is, to our knowledge, the third reported experience of a biphasic capnogram in a patient who had undergone single-lung transplantation. Clinicians should be vigilant about the presence and diagnostic implications of abnormal capnographic shapes and should recognize the biphasic capnogram as a manifestation of differential lung ventilation, which can occur following single-lung transplantation. To the extent that this finding is uniquely identifiable by capnography, this experience lends support to more widespread use of capnometry in managing mechanically ventilated patients. 
